Chapter: Medical
Services (MD)

Section 10: Withholding

Resuscitative Services
Policy

Utah State Hospital is a level four emergency care provider. Acute and stable chronic
physical illnesses are managed by Medical Services. Life threatening emergencies
occurring at Utah State Hospital are referred to a level one emergency care provider for
evaluation and treatment. Utah State Hospital recognizes that adult (18 years and older)
patients who have not been deemed incompetent have the right to refuse life-sustaining
procedures, which may include resuscitative procedures, by executing an advance
directive.

Definitions

1. Life-Threatening Condition: is an underlying condition in which death is imminent,
unless the underlying cause is corrected, and in which resuscitation may be required to
sustain life.

2. Cardiopulmonary Arrest: is the sudden cessation of circulation, respiration, or
both, and is a terminal event unless quick and efficient cardiopulmonary resuscitation is
administered.

3. Cardiopulmonary Resuscitation: includes medical therapies provided promptly
and appropriately to restore respiration, circulation, or both following a cardiopulmonary
arrest. Such therapies include artificial ventilation via mouth-to-pocket mask or use of
Ambu bag, chest compressions, and the actions of a cardiopulmonary resuscitation
(CPR) team. Pocket masks or Ambu bags are available in all patient areas and at the
switchboard in the Heninger Administration Building. Mouth-to-mouth resuscitation is not
considered standard procedure.

4, Terminal Condition: is a condition caused by injury, disease, or illness, which
regardless of the application of life-sustaining procedures, would within reasonable
medical judgment produce death, and where the application of life-sustaining procedures
would serve only to postpone the moment of death.

Procedure

1. Patients Requesting that Resuscitation be Withheld: Utah State Hospital
recognizes that all adult patients who have not been deemed incompetent have the right
to execute an advance directive stating treatment they would desire or not desire in the
event of a life-threatening or terminally ill condition (see USHOPP: Patient Rights:
Advance Directives, Personal Choice, Living Will).

1.1 All charts for patients who have executed an Advance Directive stating that
they do not desire resuscitation in the event of a life-threatening condition shall be
marked with a Do Not Resuscitate sticker.

1.1.1 If a patient does not have an Advance Directive, their family or



treatment team may request support and consultation from the Ethics

Committee.
1.2 The attending physician and the treating staff shall be informed of such
directives.
2. Withholding of Resuscitation: In the event that a patient requires resuscitation,

those procedures shall not be denied except in the following condition: the patient
requiring resuscitation has previously executed an advance directive stating heshe does
not desire resuscitation in the event of a life-threatening condition, and that directive has
not been withdrawn either in writing or verbally.

2.1 The attending physician shall write a Do Not Resuscitate order in the
physician’s order section of the working chart in the event that such a directive
exists.

2.2 The order shall be co-signed by another physician.

3. Updating a Do Not Resuscitate Order: A Do Not Resuscitate order shall be
updated every thirty (30) days by the attending physician and shall be co-signed by
another physician. The rationale for continuing the Do Not Resuscitate order shall be
documented by the attending physician in the medical record.

4, Standard of Care is not Lessened: A Do Not Resuscitate order does not imply a
lesser standard of care for the patient. Patients with such orders shall continue to
receive other supportive therapies and shall always receive the same attention to care
and comfort as other patients.

5. Transfer of Patient to a Level One Care Emergency Care Provider: Life-
threatening emergencies occurring at Utah State Hospital are referred to a level one
emergency care provider for evaluation and treatment.

5.1 Inthe event that a patient is transferred to a level one emergency care
provider, the receiving facility shall be provided a copy of the directive stating that
the patient does not desire resuscitation.

5.2 It then becomes the responsibility of the level one emergency care provider
to initiate or withhold resuscitative procedures.

Implemented: 4-92
Revised: 9-95
Revised: 10-96
Revised: 8-97
Revised: 10-01




Chapter: Medical: Services
(MD)

Section 11: Organ Tissue Donation
Policy

Utah State Hospital (USH) patients who have not been declared legally incompetent can
make their own decisions regarding organ tissue donation. If no decision or direction
has been given by a patient, then the patient's family’s wishes regarding organ and
tissue donation will be considered.

Procedure

1. USH adheres to the Guidelines of the American Council on Transplantation. The
Intermountain Organ Recovery System provides the services of a transplant coordinator
who can answer questions that patients or families may have regarding organtissue
donation.

2. A patient who desires to make an anatomical gift after death may make hisher
wishes known to the treatment team.

3. The patient's social worker can assist the patient in registering on-line, if desired,
at 'yesutah.org'.

4, Intermountain Donor Services (IDS) is notified of all deaths (1-800-833-6667) by
the unit RN. (The unit nursing director or SSRN follow up to ensure call has been made).

5. If a USH patient dies at another facility (i.e. UVRMC) the nursing staff at that
facility contacts IDS.

Implemented: 5-92
Reviewed: 9-95
Reviewed: 7-97
Revised: 11-98
Revised: 10-01
Revised: 9-03




Chapter: Medical «Services
(MD)

Section 12: Pain Assessment
Policy

Patients admitted to Utah State Hospital are assessed for pain at the time of admission
and regularly thereafter. Information on pain management is available to patients and
their families which includes up to date modalities in managing pain.

Procedure

1. Patients are assessed for pain, by medical services personnel at the time of
admission and periodically thereafter.

1.1 A pain assessment form is utilized, which commences with basic recognition
of pain.

1.2 If pain is not present, there will be a periodic screening at least every ninety
days or sooner as clinically indicated.

1.3 If painis present, further evaluation of the pain, aggravating factors,
duration, etc., are assessed.

1.4 The pain assessment explores the relationship of pain and mental iliness.

1.5 A brief description of the pain management plan is included in the final
section of the pain assessment.

2. Patients and their families are offered basic information regarding pain,
assessment, and expression of pain and treatment options available. This information is
made available through orientation information packets.

3. Patients with pain can be treated with various modalities which include, but are
not limited to:

3.1 Behavioral modification and relaxation techniques
3.2 Medication
3.3 Physical therapy

3.4 Referral to a pain clinic

Implemented: 1-02




Chapter: +~Medical Staff
(MS)

Section 1: Medical Staff Organization
Policy

Utah State Hospital has an organized medical staff responsible for the quality of medical
care subject to the ultimate authority of the Governing Body of Utah State Hospital and
the Department of Social Services and Division of Substance Abuse and Mental Health
of the State of Utah. The services provided are within the scope of clinical privileges
delineated in the application for Clinical Privileges in Psychiatry and General Medicine.

Procedure

1. The Medical Staff of Utah State Hospital implements its responsibilities by the
following organizational characteristics:

1.1 Physicians are licensed to practice medicine in the State of Utah.

1.2 Physicians at Utah State Hospital have facility-specific delineated clinical
privileges that define the scope of patient care they may provide independently at
the hospital. These privileges are reviewed by the Medical Staff Credentials
Committee with referral for further review andor recommendations by the Medical
Executive Committee to Governing Body for approval.

1.3 Physicians at Utah State Hospital and other licensed independent
practitioners who have delineated clinical privileges are subject to the Medical
Staff Bylaws and Rules and Regulations, and are subject to review as part of the
hospital’s performance improvement activities.

2. Utah State Hospital has a formal procedure for appointment to the Medical Staff,
which is implemented by the Credentials Committee of the Medical Staff and the Medical
Executive Committee, and approved by the Governing Body.

2.1 The procedure for formal appointment to the Medical Staff is outlined in
detail in the Bylaws of the Medical Staff. This process is explained to the applicant
by sending himher a copy of the Bylaws and Rules and Regulations of the
Medical Staff during the application and interview process.

2.1.1  Utah State Hospital's appointment procedure provides for, but is
not limited to the following:

2.1.1.1 Medical Staff membership is approved by the Governing
Body in accordance with the Bylaws of the Medical Staff, and Rules
and Regulations of the Medical Staff.



2.1.1.1.1Each applicant for medical staff membership is
given the opportunity to read the Bylaws and Rules and
Regulations prior to hisher actual employment.

2.1.1.2 Appointment to the medical staff is contingent on specified
basic qualifications including, but not limited to demonstration of
current licensure; adequate experience, education and training;
current professional competence; good judgement; and adequate
physical and mental health status.

2.1.1.2.1Appointment to the Medical Staff is contingent on
the demonstrated ability of the hospital to provide adequate
facilities and supportive services for the physician and
hisher patients. As an employee of the State of Utah, each
member of the medical staff will be provided with adequate
indemnification for those patients entrusted to hisher care by
the State of Utah.

2.1.1.2.2 Appointment to the medical staff is determined on
patient-care needs for additional staff members with the
applicant’s skill and training. Sex, race, creed, andor
national origin are not used at Utah State Hospital in making
decisions regarding the granting or denying of medical staff
membership or clinical privileges.

2.1.2  Each applicant for medical staff membership completes an
application that asks for information specified in the Bylaws of the Medical
Staff.

2.1.3  Additional information required during the application process
includes, but is not limited to the following:

2.1.3.1 previously successful or currently pending challenges to any
licensure or registration (state or district, Drug Enforcement
Administration) or the voluntary relinquishment of such licensure or
registration;

2.1.3.2 voluntary or involuntary termination of medical staff
membership or voluntary or involuntary limitation, reduction, or loss
of clinical privileges at another hospital; and

2.1.3.3 involvement in a professional liability action.

2.1.3.3.1At a minimum, final judgements or settlements
involving the individual are reported.

2.1.4  Utah State Hospital's Medical Staff Bylaws outline the specific
process of an application for medical staff membership. The process
includes, but is not limited to the following:

2.1.4.1 The applicant authorizes release of information relevant to
hisher licensure, specific training, experience, current competence,
and health status.

2.1.4.2 The applicant agrees to appear for an interview.



2.1.4.3 The applicant allows letters of reference to be sent to peers
andor colleagues, inquiring about suitability for appointment to the
medical staff.

2.1.4.4 The applicant’s appointment and all other relevant
documents, including responses from references are considered in a
timely manner.

2.1.4.5 The Governing Body makes the final decision of approval for
medical staff membership and privileges.

2.1.5 Utah State Hospital has a corrective action process which
includes, but is not limited to categories of corrective action, administrative
action, automatic suspension, and summary suspension, whenever the
activities or professional conduct of any person providing clinical care are
considered lower than the standards and aims of the hospital or disruptive
to the operation of the hospital. The procedure includes, but is not limited to:

2.1.5.1 Informal counseling by the Credentials Committee;
2.1.5.2 A letter of censure or suspension of privileges;
2.1.5.3 Administrative action;

2.1.5.4 A fair hearing process.

2.1.6 Initial appointment is for a provisional period of one year. Re-
appointment is for a period of two years. A record is maintained on each
staff member.

2.1.7  Utah State Hospital appoints members of the medical staff who
will be in administrative positions through the same process employed for
all other members of the medical staff, as there is one medical staff for all
physicians.

2.1.7.1 Appointment for all members of the Medical Staff
correspond to the requirements of the application process of the
Division of Human Resources and the Division of Substance Abuse
and Mental Health and Department of Human Services.

2.1.7.2 Individuals applying for a position on the medical staff are
advised of this requirement during the interview and hiring process.

Implemented: 3-7-88
Revised: 6-92
Reviewed: 9-14-92
Revised: 7-95
Reviewed: 6-98
Revised: 1-02




Chapter: -Medical Staff
(MS)
Section 2. Responsibility for Quality

of Professional Services

Policy

Utah State Hospital Medical Staff has the responsibility for the quality of professional
services provided by all individuals with clinical privileges. All professionals employed by
USH have the responsibility to improve the quality of services that they perform.

Procedure

1. The Bylaws of the Medical Staff of Utah State Hospital describe specific
categories of membership which include the following categories:

1.1 Active staff;

1.2 Associate staff;
1.3 Consulting staff;
1.4 Provisional staff;
1.5 House staff.

2. Officers of the Medical Staff are active members of the medical staff at the time of
their nomination and election and must remain active members during their term in office.
Elections are held each year

3. The clinical qualifications of all medical staff members are congruent with their
responsibilities and are defined in the application for Clinical Privileges in Psychiatry and
application for clinical privileges in General Medicine.

4. The Medical Executive Committee is responsible for making recommendations to
the Governing Body for its approval. Such recommendations include, but are not limited
to the following:

4.1 The composition and structural organization of the medical staff;

4.2 The procedure employed to review credentials and to delineate individual
clinical privileges;

4.3 Recommendations for approval for medical staff membership;

4.4 Recommendations for delineated clinical privileges for each eligible



individual applying for specific clinical privileges based on training, experience,
and demonstrated need for that privilege at Utah State Hospital;

4.5 The monitoring of organizational performance improvement activities of the
Medical Staff, as well as the procedure to conduct, evaluate, and review important
aspects of care.

4.6 The formal recommendation by which membership on the medical staff may
be terminated. This is part of a corrective action process appeal as necessary and
indicated and in compliance with external authorities such as law enforcement;
the Division of Occupational and Professional Licensing; and the Department of
Human Resources Management of the State of Utah.

4.7 The procedure for a fair hearing process.

5. The MEC receives and acts on reports and recommendations from departments
and medical staff committees.

6. The medical staff holds meetings two times a month, as the Medical Executive
Committee. The Medical Executive Committee is a committee of the whole medical staff
and meets regularly to review findings from the ongoing monitoring and evaluation of the
quality and appropriateness of care and treatment provided to patients.

6.1 The minutes of the medical staff reflect the discussion, findings,
recommendations, actions, and results of actions of the medical staff.

7. At Utah State Hospital, there are no clinical departments. There is one medical
staff composed of licensed physicians who function as independent practitioners and
who are responsible to oversee and monitor the clinical care of patients admitted to Utah
State Hospital. An independent practitioner is one who can stop or start treatment on
hisher own initiative.

8. Utah State Hospital is a non-departmentalized facility with the medical staff as a
whole, as authorized by the governing body, responsible for the quality of care provided
in the hospital. The medical staff is represented by the President of the Medical Staff,
Hospital Clinical Director, and MEC, and is accountable for all professional clinical
activities within the hospital. These responsibilities include, but are not limited to the
following:

8.1 Review of important aspects of psychiatric care at monthly meetings of the
Medical Staff CQI Committee.

8.2 Identification, evaluation, and appropriate treatment of all medical problems
occurring during the hospitalization of patients.

8.2.1  The Director of Medical Services andor hisher designee initiates
and implements the appropriate medical care necessary for each patient,
including referral to members of the consulting staff when indicated or
necessary. The Director of Medical Services coordinates the referral,
implementation, and follow-up care of those patients requiring special
medical andor surgical treatment while hospitalized.

8.3 The Director of Medical Services, is responsible for the recruitment and
supervision of nurse practitioners, and evaluation of important aspects of care
provided by nurse practitioners. Ongoing supervision and consultation are
provided along with definition of job description and performance management.



8.4 Upon recommendation of the Director of Medical Services and the
Credentials Committee, the medical staff recommends to the MEC clinical
privileges for each member of the consulting staff.

8.5 Along with the Hospital Clinical Director and Director of Medical Services
and through the hospital-wide Quality Assessment and Improvement plan, which
monitors important aspects of care on an ongoing basis, the medical staff assures
that the quality and appropriateness of patient care provided by the medical staff
is monitored and evaluated.

9. Members of the medical staff have delineated clinical privileges. These privileges
are reviewed by the credentials committee with recommendations for approval by MEC
to the governing body if all requirements for privileging are found to be met.

10. Utah State Hospital has a facility-wide Quality Assessment and Improvement plan
which assures the same level of quality of patient care by individuals with delineated
clinical privileges.

10.1 Implementation of this facility-wide plan is the responsibility of the Hospital
Clinical Director and QA & | professional, acting on behalf of the Medical Staff of
Utah State Hospital.

Implemented: 3-11-88
Reviewed: 6-92
Reviewed: 7-95
Revised: 12-98
Revised: 7-01




Chapter: -Medical Staff
(MS)
Section 3: Re-Appointment to
Medical Staff and Renewal of
Privileges
Policy

The medical staff bylaws outline a process for re-appointment to the medical staff, as
well as a re-approval of clinical privileges.

Procedure

1. The process for re-appointment to the medical staff andor renewal of clinical
privileges includes at least the following:

1.1 Privileges are hospital specific;
1.2 Process is approved by the governing body;

1.3 Process is explained to each applicant seeking re-appointment or renewal
of clinical privileges.

2. Re-appointment to the medical staff andor the granting of delineated hospital-
specific privileges is for a period of two years.

3. Re-appointment andor renewal of clinical privileges is based on a re-appraisal of
the individual at the time of re-appointment andor renewal or revision of clinical
privileges.

3.1 The re-appraisal process includes but is not limited to:
3.1.1 Information concerning the individual‘s current licensure;

3.1.2 Health status with confirmation by the Director of Medical Services,
if indicated;

3.1.3  Professional performance, including judgment and clinical
technical skills, as indicated by the results of Quality Improvement (QI)
activities (including participation in monitoring patient care at medical staff
meetings and other reasonable indicators of continuing professional
competence).

3.2 The bylaws and policies of the medical staff specify that the applicant for re-



appointment andor renewal of clinical privileges is required to submit any
reasonable evidence of current health status that may be requested by the
Medical Executive Committee.

4, Peer recommendations are part of the basis for the development for continued
membership on the medical staff andor for the delineation of individual clinical privileges.
The Credentials Committee and the Medical Executive Committee (MEC) review and
sign the application form for privileges in psychiatry and medicine. The governing body
then reviews and, if in agreement with the recommendations of the Credentials
Committee and MEC, indicates their approval by signing the application form for
continued clinical privileges.

5. To assure the continuing function of the medical staff, at least 90 days prior to the
expiration of the current staff appointment, the medical staff coordinator mails or delivers
to the member an application for reappointment.

5.1 Within 30 days of receiving the application for reappointment, the member
submits to the credentials committee of the medical staff the completed
application form. The re-application will also include a request for renewal or
modification of privileges.

6. In addition to appraisals and re-appraisals for other purposes than appointment
and re- appointment to the medical staff, a performance evaluation is done by the
Hospital Clinical Director and submitted to the Department of Human Resource
Management, State of Utah, annually on each member of the Medical Staff who is also a
merited state employee.

7. The governing body is responsible for the final decision, based on the
recommendations of the MEC, regarding an individual’'s re-appointment andor renewal
or revision of individual clinical privileges.

Implemented: 8-23-88
Reviewed: 6-92
Revised: 7-95
Revised: 12-98
Reviewed: 6-01




Chapter: -«Medical Staff
(MS)
Section 4: Monitoring of Important

Aspects of Patient Care
Policy

As Part of the Utah State Hospital‘s quality Assessment and Improvement program, the
medical staff attempts to assure the provision of appropriate and quality treatment
through the monitoring and evaluation of the quality and appropriateness of important
aspects of patient care. Specific opportunities to identify important aspects of patient
care which can be improved are addressed in a timely fashion.

Procedure

1. The medical staff, through a planned and systematic process provides effective
mechanisms to monitor and evaluate the quality and appropriateness of patient
treatment and the clinical performance of all individuals with delineated clinical privileges.
Important problems in patient care, including high volume, high risk, problem prone,
multi-disciplinary, and high cost aspects of patient care are identified and resolved by a
review process which leads to findings, recommendations, actions, and follow-up on an
ongoing basis.

1.1 Required characteristics include, but are not limited to the monitoring and
evaluation of the quality and appropriateness of patient treatment provided by all
individuals with clinical privileges.

1.1.1  The Hospital Clinical Director, working in collaboration with the
Director of Medical Services and the Director of Quality Resources, is
responsible for assuring the implementation of a planned sand systematic
process which assures the quality and appropriateness of treatment
provided by the members of the medical and allied professional health staff,
based on their facility-specific privileges andor job descriptions.

1.1.1.1 The medical staff is responsible for all patient care
administered at Utah State Hospital.

1.1.2  Medical Staff monitoring and evaluation encompasses all major
clinical activities and treatment modalities employed at Utah State Hospital.

1.1.3 Medical Staff monitoring and evaluation includes, but is not limited
to the routine collection of information about important aspects of patient
care provided by the medical staff and about the performable of its
members. This will include, but not be limited to the following:



a. Admission medical and psychiatric evaluation

b. Diagnostic assessment and treatment planning.

C. Medication prescribing patterns.

d. Appropriate referral for consultative services when indicated.
e. Medical management and resolution of medical problems.

f. Responsibility for after-hour duty.

g. Selected aspects of patient care, including but not limited to

the use of seclusion and restraint, management of dangerousness
and suicidal patients, and appropriate use of less restrictive treatment
alternatives as available.

1.1.3.1 This information is collected through activities of the
QR Director and hisher staff, and through the appropriate
committees of the Medical Staff.

1.1.3.2 The Medical Executive Leadership Group and the
MEC review information collected about important aspects
of care in order to identify opportunities to improve patient
treatment, as well as to identify andor resolve important
problems in patient treatment.

1.1.3.3 In the implementing of collection of information
about important aspects of patient care, as well as in its
assessment, the medical staff, with the assistance of the
Director of QR and hisher staff, develops a possible
objective, selective, predetermined criteria which reflects
current knowledge and clinical experience, as well as
current acceptable standards of care.

1.1.3.3.1These criteria are used by the medical staff
and its QI program in the monitoring and evaluation
of patient care.

1.1.4  When important problems in patient care and clinical performance
or opportunities to improve care are identified via findings from QI activities
andor committee work, recommendations are made, actions are initiated,
and the effectiveness of the actions is evaluated as part of the monitoring
process.

1.1.4.1 The findings from and conclusions of monitoring, evaluating,
and problem-solving activities are documented as reported to the
appropriate committees, including the MEC, at least monthly.

1.1.5 The results of actions taken to resolve problems and to improve
patient care and information are documented in the minutes of the regular
performance improvement meeting, as well as in the minutes of the
meetings of the governing body, MEC, and other appropriate committee
meeting minutes.

1.2 Patients requiring surgery are referred by the Director of Medical Services to
appropriate members of the consulting staff for evaluation and treatment at an



appropriate facility. If admission to another facility is required, the Director of
Medical Services is the liaison between USH and the other facility.

121

Requests for elective surgery are screened by the Director of

Medical Services, who may consult with the hospital Executive Staff prior to
authorization of elective surgery.

1.2.2

When patients require surgery, the quality of the surgical services

is assessed by the following process:

1.2.2.1 There is quality evaluation through case review by the
Director of Medical Services at Utah State Hospital.

1.2.2.2 The QR Director at USH maintains an ongoing
communication with the QR Director at the treatment facility
regarding patient care.

1.2.2.3 Since USH is a primary psychiatric facility, surgery is
infrequent enough such that each patient referred to the consulting
staff for surgery is reviewed for quality and appropriateness of care.

1.3 The medical staff, as represented by the Pharmacy and Therapeutics
Committee, performs criteria-based, ongoing monitoring and evaluation of the
prophylactic, therapeutic, and empiric use of drugs in a planned and systematic
manner to help assure that they are provided appropriately, safely, and effectively.

13.1

1.3.2

The process includes, but is not limited to the following:

a. Routine collection and assessment of information in order to
identify opportunities to improve the use of medications and to
resolve problems in their use.

b. Selection of medications for review, addressing issues of
appropriateness and effectiveness, as well as prophylactic,
therapeutic, and empiric use of medications.

There is ongoing monitoring and evaluation of selected

medications that are chosen for one or more of the following reasons:

1.3.3

1.3.2.1 Based on clinical experience, it is known or suspected that
the medication causes adverse reactions or interacts with another
drug in a manner that presents a significant health risk.

1.3.2.2 The medication is used in the treatment of patients who may
be at high risk for adverse medication reactions because of age,
disability, or unigue metabolic characteristics. USH has defined an
untoward medication reaction as one which constitutes a serious
threat to the person’s physical andor psychological well-being, or
causes the patient significant discomfort, such that it impedes the
normal progress of the individual's treatment.

1.3.2.3 The medication has been designated through USH P&T
Committee andor Infection Control Committee for monitoring and
evaluation andor is one of the most frequently prescribed
medications.

The process for monitoring and evaluating the use of medications



includes, but is not limited to the following:

1.3.3.1 The process is implemented by the medical staff in
collaboration and cooperation with members of the allied professional
health staff, including but not limited to pharmacy services, nursing
services, members of the P&T Committee, and Administrative Staff
members.

1.3.3.2 The process reflects current knowledge, clinical experience,
relevant literature, and conformity with the Standards of Care for Use
in Utah State Hospital.

1.3.3.3 The process includes the use of screening mechanisms to
identify, for more intensive evaluation, problems in, or opportunities
to improve, the use of a specific medication or category of
medications.

1.3.3.4 Written reports of the findings, conclusions,
recommendations, actions taken, and results of actions taken are
maintained and reported at the monthly meetings of the P&T
Committee and MEC meetings.

1.3.3.5 The results of medication usage evaluation are part of QA&
activities, as well as continuing medical education activities and are
considered as part of the medical staff reappointment and delineation
of privileges process.

1.4 The Medical Record Review function of the medical staff is continuous and
includes at least the quarterly review of records for clinical pertinence and timely
completion. Clinical pertinence includes, but is not limited to the following:

a. Reason for admission, continued stay, and treatment.

b. Evidence of psychiatric evaluation, medical history, and physical
examination which substantiate diagnosis.

C. Progress of patient since the last weeklymonthly note or reason(s)
for lack of progress with note of any change in treatment plan.

d. Medications employed to treat specific target symptoms of specific
diagnoses.

e. Identification of significant risk factors.

f.Indication of status, including discharge planning as possible.

1.4.1 The Medical Records Review function assures that each medical
record, or a representative sample of records, reflects the diagnosis,
results of diagnostic tests, therapy rendered, condition and in-hospital
progress of the patient, and condition of patient at discharge.

1.4.2 The Medical Records Review function includes a review of
summary information regarding the timely completion of all medical records.

1.43 Members of the Medical Records Committee representing the
medical staff recommend the format of the medical record, the forms used
in the medical record, and the use of computer services for processing and



storage systems for medical record purposes.

1.4.4  Written reports of conclusions, recommendations, action taken,
and the results of actions are maintained.

1.5 Utah State Hospital does not store andor utilize blood andor blood products.

1.6 The Pharmacy and Therapeutics (P&T) function is performed by the medical
staff, the pharmacy, nursing, management and administration, and other services
or individuals as required. The P&T monitoring function includes at least the
following:

1.6.1 The development or approval of policies and procedures relating
to the selection, distribution, handling, use, and administration of
medications and diagnostic testing material.

1.6.2  The development and maintenance of a medication formulary or
medication list.

1.6.3  The development andor approval of protocols for unusual,
investigational, or pre-investigational medications, working in collaboration
with the Research Committee, which also serves as the hospital's
institutional review board, Medical Staff, MEC, and Governing Body.

1.6.4  The development of written policies and procedures governing the
safe administration of medications in collaboration as indicated, with the
medical staff, nursing service, and if indicated, representatives of other
disciplines. Policies and procedures are reviewed at least annually and
revised as necessary.

1.6.5 The definition and review of all significant adverse drug reactions.
An adverse drug reaction is described as "unintended, undesirable, and
unexpected effects of prescribed medications or of medication errors that
require discontinuing a medication or modifying the dose; require initial or
prolonged hospitalization; result in disability; require treatment with a
prescription medication; result in cognitive deterioration or impairment; are
life threatening; result in death; or result in congenital anomalies.”

1.7 Other review functions include, but are not limited to infection control,
internal and external disaster plans, hospital safety, and utilization review.

1.7.1  Utah State Hospital is a psychiatric facility providing evaluation
and treatment of the emotionally-ill, civilly committed, court-ordered adults
or juvenile court-ordered andor admitted children and adolescents
committed through neutral and detached fact finder process residing in the
State of Utah. General medicalsurgical needs are assessed by the Medical
Services physicians andor nurse practitioners with referral to outside
consultants andor a local general hospital if indicated.

2. Utah State Hospital has an ongoing facility-wide QI program designed to
objectively and systematically monitor and evaluate the quality and appropriateness of
patient care provided by all individuals with clinical privileges to identify and to resolve
problems, and to pursue opportunities to improve patient care. With the approval of the
governing body, the medical staff monitors and evaluates the quality and
appropriateness of patient care and clinical performance by activities including, but not



limited to:
a. Medication usage evaluation;
b. Medical record review;
C. Pharmacy and therapeutics;
d. Other indicated review functions.

2.5.1 There is a written plan for the QI program that describes the
program’s objectives, organization, scope, and mechanisms for overseeing
the effectiveness of monitoring, evaluation and problem-solving activities.
Individual and aggregate review of patients and problems is indicated in the
scope of activities of the QI plan.

2.5.2  The quality and appropriateness of patient care monitoring,
including the effectiveness of the QI program, is evaluated at least yearly,
with revisions if indicated.

Implemented: 3-28-88
Reviewed: 6-92
Revised: 7-95
Revised: 5-99
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Chapter: »Nursing Care
Services (NC)

Section 2: Psychiatric Technician
Acuity Pool

Policy

Psychiatric technicians are hired into an acuity pool.
Procedure
1. Applicants are referred to the Utah State Hospital Human Resources Office.

2. The acuity techs complete New Employee Orientation and Psychiatric Technician
Training before being assigned to units.

3. The acuity techs are supervised by the Assistant Nursing Administrator andor
designee. Heshe is responsible for assigning techs to units and for monitoring their
performance.

4, The acuity techs may bid on permanent psych tech positions as soon as they
have completed the required training and as jobs become available. Acuity techs may
be placed on a unit at management's discretion if there are openings that do not receive
bids.

5. The six-month probationary period starts when a tech is hired by a unit as a
permanent employee.

Implemented: 5-91
Reviewed: 4-92
Reviewed: 9-95
Revised: 12-98
Revised: 10-01




Chapter: -Nursing Care
Services (NC)

Section 3: Organization of Nursing

Staff on Treatment Units
Policy

The nursing staff on the treatment units of the Utah State Hospital (i.e.., registered

nurses, licensed practical nurses, psychiatric technicians) are organized in such a

manner as to allow for continuity of patient treatment under the direction of the Unit
Nursing Directors (UND).

Procedure

1. All licensed practical nurses and psychiatric technicians, including mentors, clerks,
and environmentalists, are responsible to the registered nurse assigned to that shift. The
registered nurse assigned to the shift has full responsibility under the authority of the
UND, unit administrative director, and unit clinical director.

2. All unit nursing service personnel are responsible to the unit supervising
registered nurse.

3. The unit psychiatric technicians, mentors, clerks, and environmentalists are
assigned job responsibilities by the unit supervising registered nurse. These
assignments may be made in conjunction with the lead psychiatric technician as
delegated through the unit supervising registered nurse.

4. During after hours, the SSRN is responsible for oversight of all hospital functions.

Implemented: 6-28-84
Revised: 8-22-86
Revised: 4-18-88
Reviewed: 12-90
Revised: 5-30-91
Reviewed: 9-92
Reviewed: 9-95
Revised: 12-98
Reviewed: 10-01




Chapter: ~<Pastoral
Services (PS)

Section 1: Pastoral Services
Policy

Patient religious preferences are identified at admission and the appropriate services are
arranged or provided by the Hospital Chaplain.

Procedure

1. Pastoral services are under the direction of a chaplain who works closely with
appropriate community resources.

2. Church services are provided and attendance encouraged for patients of all
denominations. Church meeting schedules are posted on each unit.

2.1 Patients under the age of 18 years may participate in religious services
when permission is given by the parentlegal guardian.

3. Services provided by the Catholic Church may include, monthly mass,
Communion service, Sacrament of Penance, consultation with a priest, Holy
Communion, and other services upon request.

4. Services provided by the Church of Jesus Christ of Latter-Day Saints may include
sacrament meetings, Relief Society meetings, Priesthood meetings, mutual, and other
services upon request.

5. Services provided by the Protestant Churches may include interfaith or non-
denominational worship services, Bible study, visits by clergy, and other services upon
request.

6. The Hospital Chaplain provides services which may include interfaith services,
liaison between hospital and religious community, and coordination of services with
community resources, and memorial services for patients and staff.

7. Other religious services or activities are provided as needed when coordinated
with the Hospital Chaplain.

Implemented: 7-20-83
Reviewed: 8-30-85
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Chapter. ~«Patient and
Family Education (PF)

Section 1: Needs Assessment and

Educational Programs
Policy

Utah State Hospital provides education and resources to patients and their families. We
recognize this to be an important therapeutic tool in the treatment of our patients and will
continue the development of programming and resources that will assist in this process.

Procedure

1. Educational needs of the patients and families are identified during the admission
assessment process and continue throughout the treatment process and during the
clinical evaluations.

2. This information is gathered by the treatment team and utilized in the Treatment
Plan formulation process.

3. The Utah State Hospital offers a wide variety of educational programs and
opportunities for the patients in each service area in the form of group and individual
therapies. These may include, but are not limited to: medication management;
information on mental illness; symptom management; drug and alcohol education;
coping and relaxation skills development; social skills; leisure skills; sex education; etc.

4, The hospital offers formalized family education programs which are designed to
build support systems for the patient; educate patients and family regarding mental
illness; give resource material to the patients and their families; and assist them in the
development of coping with mental iliness.

4.1 Patients and their families may attend these planned programs which are
designed to meet the needs of the particular age group of the patients by signing
up with the family education committee. Referrals are made by the treatment
teams.

5. Documentation of attendance, progress, continued needs assessment, and
evaluation is the responsibility of the group leaders and the treatment teams.

6. Formal educational services are available to assist patients toward attainment of
an academic degree or vocational competency through an adult education program
provided by the school district.

Initiated: 9-95
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Chapter: ~«Pathology
Services (PA)

Section 1. Pathology Services
Policy

The Utah State Hospital provides pathology and laboratory services in accordance with
the needs of the patients consistent with the nature of treatment programs through a
contractual agreement with a Joint Commission accredited laboratory.

Procedure

1. Utah State Hospital provides the medical staff with laboratory testing to assist
them in diagnosis and treatment of patients.

2. Ordering of Laboratory Tests.

2.1 A physician’s or nurse practitioner‘'s written order is required for the
performance of lab tests.

2.2 The unit clerk or designee enters the ordered lab tests in the lab tracking
book and the computer and prints the order.

2.2.1  The order is checked for accuracy.
2.3 The unit clerkdesignee writes the lab order on the Daily Worksheet
2.4 The unit clerkdesignee notes the MDNP’s order.
2.5 Aunit RN verifies the accuracy of the work and co-notes the order.
2.6 The ordered lab tests are faxed to the laboratory.
3. A phlebotomist visits each unit to draw blood for ordered lab tests.
3.1 The unit RN verifies that lab work was collected.
4. Return of lab tests are recorded in lab book.

4.1 A copy of results of testing is filed in chart within 24 hours of completion of
test.

4.2 Lab tests are initialed by the MDNP and filed in the patient's chart.

Implemented: 6-8-89
Revised: 11-29-90
Revised: 9-92
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Chapter: ~Patient
Management (PM)

Section 1: Off-Unit Patient Activities

Policy
The Utah State Hospital provides the least restrictive environment possible in treatment

of patients. The unit clinical director, with input and involvement of unit staff, determines
when patients participate in on-campus and off-campus activities.

Procedure

1. The unit clinical director writes an order in the patient’'s chart when the patient is
able to participate in on-campus or off-campus activities.

1.1 Asthe patient's status changes, the unit clinical director writes an order
reflecting the patient’s current level status.

1.2 If a unit has written policies and procedures regarding a level system which
includes on and off unit activity privileges, the unit clinical director may write only
one order corresponding to a patient's current level status. The order addressing
the level system gives approval for on and off unit activities.

2. The multi-disciplinary treatment team reviews the list of all patients eligible for off-
campus activities prior to the activity to approve each patient’s participation.

2.1 In absence of the unit clinical director, the treatment team may limit a
patient's activities, but may not make them more liberal.

3. The unit RN may limit a patient’s off-unit activity if it is therapeutically contra-
indicated.
4, News media concerns about patient off-campus activities should be directed to

the Director of Public Relations.

Reviewed: 11-92
Revised: 1-93
Revised: 9-95
Revised: 12-98
Revised: 7-01




Chapter: ~Patient
Management (PM)

Section 2: Post-Patient Death or
Suicide
Debriefing

Policy

Following the death or suicide of a patient or staff member, Utah State Hospital provides
patients and staff with access to grief counseling.

Procedure

1. Staff Meeting: Unit staff and appropriate others are assembled and informed of
the details of the suicide as soon as possible.

1.1 Unit staff may be called in after working hours to assist in dealing with a unit
that is in crisis.

2. Hospital crisis workers may be deployed to assess the situation and assist in the
debriefing of the unit staff and patients, and begin bereavement groups as requested.

3. Patient-Staff Meeting: A meeting is held for patients to give them appropriate
details about the suicide.

3.1 As many staff members as possible attend to observe the reactions of the
patients.

3.2 Patients are encouraged to talk to unit staff at any time about the suicide,
their thoughts, and fears of suicide.

4, Review of Privileges: A review of each patient's privileges is considered.

4.1 Off-ward hospital privileges are to be temporarily limited in the event that the
clinical team feels doubt concerning a patient’s orientation toward suicide.

5. Memorial Service: A memorial service for the deceased patient may be held at the
hospital.

5.1 When the service is arranged, the family andor hospital Chaplain may be
included.

Implemented: 12-27-85
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Chapter. ~Patient
Management (PM)

Section 3: Notification of On-Call
Personnel: Physician, Pharmacist,
Laboratory Technologist,

Administration
Policy

Utah State Hospital has 24-hour, seven-day-a-week coverage by a licensed physician to
assure adequate medical and psychiatric care for the patients and to assure that
appropriate admission procedures are followed during evenings, nights, weekends, and
holidays. On-call for any day, including weekends, extends from 0800 one day until 0800
the following day. (This excludes the normal work week; Monday - Friday 0800-1600.
The contract laboratory may be contacted 24 hours per day. Pharmacists are not on call,
but may be contacted for emergency situations. An administrator is also on call each
day.

Procedure

1. In the event that a patient's attending physician is not available, his designee or
supervisor is called for medical or psychiatric problems or emergency situations such as
seclusion, medication, area restriction, etc.

1.1 During the hours of 1600 and 0800 and on weekends and holidays, the on-
call physician is available.

1.2 The switchboard operator has on-call schedule for authorized on-call
personnel.

2. During off hours, the registered nurse assigned to the unit calls the switchboard
operator stating hisher name and the unit and requests the on-call physician, pharmacist,
administrator, or lab technician be contacted.

3. The operator records information on the switchboard call record and pages the
appropriate person(s).

3.1 If there is no response from the person paged within twenty minutes, the
operator records this, re-pages or calls the person at home, and notifies the RN



on the unit.

3.2

If the person on call has not answered in a reasonable amount of time given

the situation, or the situation is an emergency, then the RN has the obligation to

first check with the switchboard and then exercise hisher professional judgement
in directing the operator to page the attending physician, the medical OD, or the

Hospital Clinical Director.

4, The on-call person is responsible to return the call in a timely manner to the
switchboard.
4.1 The call is forwarded to the RN on the unit.
5. The registered nurse provides the following information to the on-call physician:
5.1 identity of the patient;
5.2 chief complaint or reason for contact;
5.3 current psychiatric and medical diagnoses;
5.4 current psychiatric andor medical problem;
5.5 medications and allergies;
5.6 brief history associated with current problem; and
5.7 what action is suggested for the situation.
6. USH Administration on-call is notified as deemed necessary in emergency

situations, such as elopements, deaths, disasters, staffing emergencies, physical
facilities problems, security issues, etc. The administrator on-call does not need to be
notified of medical and psychiatric concerns handled by the O.D., unless they result in
an emergency as described above. The hospital Nursing Shift Supervisor can use
hisher discretion when calling the administrator on-call for other issues.

Implemented: 2-26-86
Reviewed: 4-5-88
Reviewed: 12-90
Reviewed: 9-92
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Chapter: ~Patient
Management (PM)

Section 4: Pass Structure
Policy

The Utah State Hospital utilizes passes as a vital part of the therapeutic process.
Passes offer patient an opportunity to learn skills as they transition back into the
community. Passes are used to identify patients with on-grounds and off-hospital
grounds privileges who are not being escorted by staff.

Procedure

1. Each patient treatment unit will identify, as part of their unit program, criteria by
which patients will be assessed and may be granted the privilege of using an on-grounds
or off-grounds pass.

2. Unit guidelines are consistent with the hospital structure and will only be utilized
as outlined in USHOPP.
3. Each pass represents a different level of privilege(s) allowed to the patient while

using their pass.

3.1 White Pass: Patient is cleared to escort themselves to and from therapeutic
activities such as industrial assignment, excel house, school, OT, PT, etc.

3.1.1  The unit staff are responsible to notify the staff of the area to
which the patient is going at the time the patient leaves the unit.

3.1.2  The staff member receiving the patient notifies the unit staff when
the patient has reached hisher destination. If the patient has not reached
their destination in a time frame considered adequate to escort themselves,
the unit is also notified that the patient did not arrive.

3.1.3  This process occurs in reverse when the patient leaves the area to
return to the unit.

3.2 Red Pass: A patient may have on-grounds privileges for up to an hour.
They must be with another Red, Blue, or Green pass holder.

3.3 Orange Pass: A patient may be off-unit, but must remain in the immediate
vicinity of the building, i.e. ramp, lawn, etc.

3.4 Blue Pass: A patient may be on-grounds for up to an hour by themselves.



3.5 Green Pass: A patient may be off-grounds for up to twelve hours by
themselves for therapeutic reasons identified in the patient’s treatment plan.

4. Patients are required to wear their passes while off the unit and on hospital
grounds, unless escorted by staff.

5. Each patient treatment unit will utilize sign out slips that designate which patient(s)
from the unit is using their pass, the description of their clothing, the time they left the
unit, their destination if indicated, and the time they are due back to the unit.

5.1 An exception to this is the Life Habilitation Unit which utilizes a specialized
door card system based on criteria in their unit program.

5.2 The LHU uses a log system for the patients to sign in and sign out when
leaving the unit.

6. Each patient unit will have a structure in place which designates a staff member to
check the pass slips not less than every 30 minutes to monitor the patients using their
passes. Units may have the option to check these more frequently per their unit
structure.

Implemented: 1-27-86
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Chapter: ~:Patient
Management (PM)

Section 5: Disposition of Personal
Patient Property

Policy

Utah State statutes require the state to dispose of personal property left in the care of
the agency within seven years. The statute does not require agencies to keep the
property for seven years; personal property may be disposed of after a reasonable effort
is made to contact the owner. Employees do not retain, use, or sell personal property of
patients either as gifts from patients or as abandoned property.

Procedure

1. Clothing: Clothing left by a patient may be disposed of after an effort to contact
the patient is made.

1.1 Thirty days after notification, if unclaimed, the clothing may be given to other
patients or disposed of by the unit.

1.1.1  Efforts of notification are documented in the patient's medical
record.

2. Rings, earrings, watches, radios, TVs, wheelchairs, special equipment, etc.: Items
such as these that are left by patients may be disposed of after every effort to contact
the patient or the patient’s family has been made. Efforts to contact the patient or family
are documented in the patient's medical record.

2.1 If the patient is not located within 90 days, an itemized list is prepared and
submitted to the Business Office.

2.1.1  The Business Office will dispose of the items in accordance with
state policy.

2.1.2  Patient fundsaccounts are transferred to the State Treasurer’s
Unclaimed Property Fund in accordance with state policy if the patient
andor patient’'s family cannot be contacted.

Implemented: 3-16-83
Revised: 12-20-85
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Chapter. ~Patient
Management (PM)

Section 6: Psychiatric Care of

Patients
Policy

The attending psychiatrist is responsible for the psychiatric care of patients on the
treatment unit. Psychiatric care of patients is the ultimate responsibility of the attending
psychiatrist, supervising psychiatrist assigned to the area, and the Hospital Clinical
Director.

Procedure

1. The attending psychiatrist treats the psychiatric problems of patients on hisher
assigned unit.

1.1 On evenings, nights, weekends, and holidays, the assigned psychiatrist on
duty is notified of any significant concerns about each patient’s psychiatric
problems by the unit registered nurses, based on their professional nursing
judgement, and treats identified problems until the return of the unit psychiatrist.

1.1.1  Verbal orders for seclusion or restraint given on evenings, nights,
weekends, and holidays are signed by the attending physician or designee
within 24 hours.

1.1.2  All other verbal orders are signed within seven calendar days by
the attending physician or designee.

2. The attending physician meets with the Director of Medical Services andor
Medical Services practitioner assigned to the unit, as often as necessary to facilitate
coordination of care.

3. If a psychiatric order is questioned, the following steps are taken to clarify the
order prior to implementation.

3.1 The psychiatrist who gave the order is contacted for clarification.

3.2 The supervising registered nurseNurse Administrator is consulted about the
order.

3.3 The Hospital Clinical Director is consulted about the order.



4, Orders for medications with both psychiatric and medical indications state the
reason for use.

Implemented: 5-26-87
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Chapter: ~Patient
Management (PM)

Section 7: Medical Care of Patients
Policy

Medical Services is responsible for the medical care of patients on the treatment units.
The medical care of the patient is the ultimate responsibility of the Medical Services
practitioner, the Director of Medical Services, and the Hospital Clinical Director.

Procedure

1. Unit registered nurses report to the medical services practitioner assigned to the
unit significant concerns about each patient's medical health, based on the registered
nurses’ professional nursing judgement.

2. The medical services practitioner treats medical problems for patients on hisher
assigned unit, under the supervision of the Director of Medical Services or designee.

2.1 On evenings, nights, weekends, and holidays, the medical OD handles
medical problems by telephone, and may visit the units to provide services.

2.2 Telephone orders given on evenings, weekends, and holidays are signed
within seven calendar days by the attending practitioner or designee.

3. The medical services practitioner assigned to the unit review the medical care of
each patient as necessary with the Unit Clinical Director, to facilitate the coordination of
care.

4, If a medical order is questioned, the following steps are taken to clarify the order
prior to implementation.

4.1 Documentation in medical services section of patient chart is reviewed.

4.2 The Nurse Practitioner or physician who gave the order is contacted for
clarification.

4.3 The Director of Medical Services is consulted about the order if it cannot be
resolved with the initial attempts at clarification.

5. Orders for medications with both psychiatric and medical indications state the
reason for use.

Implemented: 5-26-87
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Chapter. ~Patient
Management (PM)

Section 8: Smoking Regulations
Policy

Utah State Hospital regulates smoking and tobacco use to promote health and to be in
compliance with Utah Code.

Procedure

1. Smoking is prohibited in any Utah State Hospital building or within 25 feet of any
building entrance or operable window in accordance with Utah Code 26-38-3.

2. Smoking is prohibited in state-owned vehicles.

3. Persons under the age of nineteen are not allowed to smoke in compliance with
Utah Codes 76-10-104 and 76-10-105.

4, Smoking on and off grounds is defined per unit programming structures.

5. Cigarettescigars and tobacco are not used to reward positive behavior; nor are

they withheld as a consequence of negative behavior.

6. Due to possible blood-borne pathogens, chewing tobacco is prohibited (29 CFR
part 1910.1030).

7. The medical staff may limit or discontinue smoking for a patient if:
7.1 smoking adversely affects psychiatric treatment andor

7.2 the patient has a documented medical condition that would be adversely
affected by smoking.

9. Smoking cessation classes, medications, and other assistance are offered to
those desiring to participate.

Implemented: 10-23-85
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Chapter: ~Patient
Management (PM)

Section 9: Assessment
Policy

The assessment aspects of the psychiatric record are the foundation for the formulation
of an individualized treatment plan. The hospital is organized into service areas with
unique program emphasis, resulting in varying assessment responses.

Procedure

1. Each treatment unit is responsible for conducting an integrated assessment of
each patient, including clinical consideration of the patient's needs.

1.1 The assessment includes, but is not limited to physical, emotional,
behavioral, social, recreational, and, when appropriate, legal, occupational, and
vocational needs.

1.2 Clinical consideration of each patient’'s needs includes a determination of
the type and extent of special clinical examinations, tests, and evaluations
necessary for a complete assessment.

1.2.1 Itis determined at admission which laboratory andor special
clinical examinations each patient needs.

2. A physical examination is completed within 24 hours for each patient.

2.1 The physical exam is documented in e-chart and signed off by the examiner
within two regular business days of admission.

2.1.1  Until the physical exam is signed off in e-chart, a complete
handwritten and signed worksheet in the hard copy chart is appropriate.

2.1.2  Atthe time the e-chart exam is electronically signed, an
automated e-mail notification is sent to the unit secretary and the secretary
pulls the worksheet and discards it within one business day.

2.2 Physical exams done by an APRN are cosigned by a physician within 14
days.

3. An emotional and behavioral assessment of each patient is completed and



entered in the patient's record. The assessment includes, but is not limited to:

3.1 ahistory of previous emotional, behavioral, and substance abuse problems
and treatment;

3.2 the patient’s current emotional and behavioral functioning;
3.3 adirect psychiatric evaluation within 24 hours of admission;

3.3.1  The psychiatric evaluation is documented in e-chart and signed off
by the examiner within two regular business days of admission.

3.3.2  Until the psychiatric evaluation is signed off in e-chart, a complete
handwritten and signed worksheet in the hard copy chart is appropriate.

3.3.3 Atthe time the e-chart exam is electronically signed, an
automated e-chart notification is sent to the unit secretary and the
secretary pulls the worksheet and discards it within one business day.

3.4 a mental status examination appropriate to the age of the patient, and
3.5 when indicated, by screening criteria, psychological assessments.

3.6 A nursing assessment of each patient is compiled within 8 hours of
admission which includes information relating to the following areas:

3.6.1  physical, psychosocial and environmental aspects of the patient;
3.6.2  self-care, patient education, and discharge planning factors;

3.6.3 input from the referring agency and the patient's family members
or significant others, when feasible.

4, A social assessment of each patient is completed, within 14 days for civil and
forensic patients or 72 hours for ARTC (Adult Recovery Treatment Center) patients,
which includes information relating to the following areas:

4.1 environment and home;
4.2 religion;

4.3 childhood history;

4.4  military service history;
4.5 financial status;

4.6 the social, peer-group, and environmental setting from which the patient
comes;

4.7 the patient’s family circumstances, including the constellation of the family
group, the current living situation, and social, ethnic, cultural, emotional, and
health factors including drug and alcohol use; and

4.8 the educational needs of the patient and family.

5. An activities assessment of each patient is completed within 14 days or 72 hours
for ARTC patients, which includes information relating to the individual‘s current skills,
talents, aptitudes, and interests.

6. A vocational assessment of the patient is completed, as deemed necessatry,



which includes consideration of the following areas:
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6.1 vocational history;
6.2 educational history, including academic and vocational training; and

6.3 a preliminary discussion between the individual and the staff member
conducting the assessment concerning the individual’s past experiences with, and
attitudes toward, work, present motivations or areas of interest, and possibilities
for future education, training, and employment.

When appropriate, a legal assessment of the patient is completed which includes

the following areas:

8.

7.1 alegal history; and

7.2 apreliminary discussion to determine the extent to which the patient's legal
situation will influence hisher progress in treatment and the urgency of the legal
situation.

When appropriate, an occupational therapy assessment is completed which

includes the following areas:

8.1 self-care knowledge deficits;
8.2 self-care learning needs;

8.3 other areas of skills of daily living.
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Chapter: ~=iPatient
Management (PM)

Section 10: Individualized

Comprehensive Treatment Plan (ICTP)
Policy

An individualized comprehensive treatment plan (ICTP) is developed for every patient
admitted to the Utah State Hospital.

Procedure

1. It is the responsibility of the patient’s psychiatrist to supervise the clinical team in
developing an ICTP for patients admitted to the hospital. The treatment plan reflects the
participation, involvement, and collaboration of staff from various disciplines.

1.1 The clinical staff consists of the psychiatrist, registered nurse, social worker,
and other discipline members as indicated by the patient needs (i.e. Recreation
Therapy, Psychology, Occupational Therapy, Physical Therapy, Vocational
Rehabilitation, etc.)

2. The ICTP is based on assessments that are completed by the treatment team and
the preadmission assessment information whenever available.

2.1 Assessments include, but are not limited to: the pre-admission assessment,
initial psychiatric assessment, nursing assessment, and the physical examination.

3. A provisional treatment plan is developed within 72 hours of admission on all
patients, excluding ARTC. ARTC treatment plans are developed within 24 hours. This



is an interim plan that is established to guide the treatment of the patient until a
comprehensive plan can be established.

4. A comprehensive treatment plan is established by the patient's clinical treatment
team within 14 days of admission (30 days for forensic evaluation patients).

4.1 ARTC treatment plans will be reviewed and updated at 14 days.

5. The ICTP includes reason for admission, Mental Health Center input, patient and
family input, discharge planning information, clinical assessments, the patient’s
diagnosis, patient strengths to be utilized in the treatment process, patient treatment
needs, identified problems and discharge goals, baseline statements, behavioral and
measurable short term objectives, and modalities which include the activity,
rationalestrategy, frequency and person(s) responsible for the modality.

5.1 Atleast every 90 days, the medical services provider checks the Axis Il
diagnoses for accuracy.

5.2 Objectives are written with the understanding that the time frame to achieve
the objective will be at the next scheduled ICTP review.

5.2.1 ICTP reviews are scheduled at least every 30 days.

6. The ICTP is a mechanism of multi-disciplinary communication concerning the
patient's care and is a permanent part of the medical record.
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Chapter: ~Patient
Management (PM)

Section 11: Treatment Plan Review
Policy

Multi-disciplinary clinical staff conferences are conducted on a regular basis to review
and evaluate each patient’s treatment plan and hisher progress in attaining the stated
treatment goals and objectives.

Procedure

1. Multi-disciplinary clinical staff conferences are held, and updated assessments
and treatment are recorded in the patient's treatment plan.

2. The individual comprehensive treatment plan is reviewed and updated as
frequently as clinically indicated, and at least every thirty days.

2.1 Each patient’s individual comprehensive treatment plan is reviewed and
updated by multi-disciplinary clinical staff conferences at least every thirty days to
determine adequacy of the plan andor changes indicated.

2.1.1  Treatment objectives are generally expected to change every
thirty days.

2.2 Documentation of the thirty-day review is accomplished by completing the
updated assessments on the ICTP.

2.2.1  Modifications or changes in the patient needs or long term goals
are documented on the 30 day review.

2.2.2  All axies of the diagnoses are reviewed and correction updates
are made as needed every thirty days. Special attention should be given to
provisional diagnoses and current GAF scores.

3. Documentation compliance is monitored by:
3.1 treatment unit internal review procedures, which include chart monitors;
3.2 Utilization Review CoordinatorNurse; and

3.3 Medical Records Department chart review (upon discharge).
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